The authors reported fewer failed intubations and less airway trauma with video laryngoscopy compared with direct laryngoscopy (Table) . Subgroup analysis demonstrated fewer failed intubations with video laryngoscopy among patients with a predicted difficult airway (odds ratio 0.28; 95% confidence interval 0.15 to 0.55; I 2 ¼0%; n¼830). However, studies with no predicted difficult airways showed no decrease in failed intubation with video laryngoscopy (odds ratio 0.61; 95% confidence interval 0.22 to 1.67 There were no differences between video and direct laryngoscopy in probability of successful first attempt, hypoxia, or mortality. Marked heterogeneity precluded pooled calculations of time to intubation.
Commentary
Intubation is a critical component of emergency medicine practice. Although failure to intubate elective surgery patients simply results in case cancellation, failure to intubate ED patients may result in severe morbidity, mortality, or need for cricothyrotomy.
Video laryngoscopy seeks to improve intubation success by optimizing the glottic view. Data from individual studies conflict with some studies concluding video and direct laryngoscopy result in similar outcomes, 8 whereas others conclude video is superior. 9 The Cochrane review summarized in this systematic review snapshot reported comparable first-attempt success between the 2 modalities and potentially fewer failed intubations with video laryngoscopy, primarily among patients with anticipated difficult airways.
However, there are reasons emergency physicians should exercise caution in applying these results to their clinical practice. First, although the authors sought to include data from intubations in both emergency and elective scenarios, a majority of randomized controlled trials in this meta-analysis included patients in an operating room setting. Consequently, the generalizability of these results to ED intubations remains unclear. Second, no device consistently demonstrates 100% success, and it is likely that the ideal intubation device is highly patient and situation specific. The existing literature lacks sufficient sample size and diversity in terms of the study populations and settings to ascertain which patients are most likely to benefit from which devices.
These results build on a metaanalysis summarized in a previous systematic review snapshot. 10 The previous meta-analysis pooled data from a far smaller number of patients (1,196 versus 7,044 in the Cochrane review), did not examine intubation failure, and included both pediatric and adult subjects, yet it reported similar probabilities of first-pass success with both video and direct laryngoscopy.
11 A separate Cochrane review compared video with direct laryngoscopy in pediatric patients, but there was substantial heterogeneity across studies, making it difficult to draw conclusions.
Since the publication of the work by Lewis et al, 13 additional randomized controlled trials comparing video and direct laryngoscopy among adults undergoing emergency intubation have been published. These studies have found no difference in the overall probability of first-pass success in the ICU 8 and out-of-hospital environments.
14 Although conducted in non-ED settings, these data add further support for no difference in outcomes for emergency intubations performed using video versus direct laryngoscopy. For the time being, emergency physicians must therefore be proficient with multiple devices and exercise their clinical judgment in choosing which device to use for any given patient. As the literature continues to expand, additional data may become available specific to emergency intubations that will include stratified analyses focusing on children and other subgroups so that which patients most likely to benefit from the use of video laryngoscopy will be elucidated. 
